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Figure 1 Penicillium marneffei isolated from the patient’s
blood. Panel A shows the septated hyphae first found in the
blood culture after five weeks. Panel B shows the distinctive
diffusible red pigment from the mould when subcultured at room
temperature on Sabouraud agar.fei fungemia during hospitalization, pointing to the possibility
of reactivation of a latent infection.5 We postulate that in HIV-
infected patients, asymptomatic P. marneffei infection could
have occurred earlier in life and the fungus may remain latent
thereafter. As the course of HIV infection progresses and the
patient becomes increasingly immunocompromised, or when
immunosuppressing diseases occur in HIV-negative patients,
the latent infection may develop into overt penicilliosis. HIV
patients living in, or those with a history of traveling to areas
where P. marneffei is endemic should ideally be tested forprevious exposure to the fungus and primary antifungal pro-
phylaxis be considered. Unfortunately, there are currently no
good tests available for this purpose, and seropositivity alone
cannot differentiate past infection from latency. A positive
fungal culture, even in the absence of the typical manifesta-
tions of penicilliosis, should be considered as clinically signifi-
cant and antifungal treatment and/or prophylaxis should be
considered. Further studies would be required to prove that
antifungal prophylaxis is beneficial in preventing the develop-
ment of overt penicilliosis from latent infections.
Conflict of interest: No conflict of interest to declare.References
1. Supparatpinyo K, Khamwan C, Baosoung V, Nelson KE, Siri-
santhana T. Disseminated Penicillium marneffei infection in
southeast Asia. Lancet 1994;344:110—3.
2. Zuger A. Abnormal cryptococcal serology in an asymptomatic
patient. AIDS Clin Care 1995;7:48—52.
3. dos Santos JW, Debiasi RB, Miletho JN, Bertolazi AN, Fagundes AL,
Michel GT. Asymptomatic presentation of chronic pulmonary
paracoccidioidomycosis: case report and review. Mycopathologia
2004;157:53—7.
4. Chongtrakool P, Chaiyaroj SC, Vithayasai V, Trawatcharegon S,
Teanpaisan R, Kalnawakul S, et al. Immunoreactivity of a 38-
kilodalton Penicillium marneffei antigen with human immunode-
ficiency virus-positive sera. J Clin Microbiol 1997;35:2220—3.
5. Wong SS, Woo PC, Yuen KY. Candida tropicalis and Penicillium
marneffeimixed fungemia in a patient with Waldenstrom’s macro-
globulinaemia. Eur J Clin Microbiol Infect Dis 2001;20: 132—5.
Teresa K.F. Wang
Kwok-yung Yuen
Samson S.Y. Wong*
Department of Microbiology, Research Centre of Infection and
Immunology, 4/F University Pathology Building,
The University of Hong Kong,
Queen Mary Hospital, 102 Pokfulam Road, Hong Kong
*Corresponding author. Tel.: +852 28554892; fax: +852 28551241
E-mail address: samsonsy@hkucc.hku.hk (S.S.Y. Wong)
Corresponding Editor: Andy I.M. Hoepelman, Utrecht,
The Netherlands
8 March 2006
doi:10.1016/j.ijid.2006.04.004Pseudomonas infection of implantable cardio-
verter-defibrillator generator and leads as a
complication of gastrostomy
A 59-year-old Caucasian male with a history of coronary
artery disease, severe chronic obstructive pulmonary dis-
ease, heart failure, bladder and prostate carcinoma, and
an implanted cardioverter-defibrillator (ICD), was referredto our institution for further treatment of an infected ICD
pocket. An ICD was implanted in an abdominal pocket in 1993
and had been changed three times since due to lead fracture
or battery dysfunction. The third placement was in the left
pectoral region 18 months prior to admission.
Six weeks prior to admission, the patient was admitted to
a local hospital with acute bronchitis. A percutaneous endo-
scopic gastrostomy (PEG) tube was placed due to aspiration,
medial to the old ICD abdominal pocket. Shortly after, a
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Figure 1 Transthoracic echocardiography four chamber apical
view showing dilated cardiomyopathy with sleeve thrombi over
the ventricular portion of the lead (LA left atrium, LV left
ventricle, RA right atrium, RVright ventricle, TV tricuspid valve).
Figure 2 Complete sleeve thrombus formation over the
implantable cardioverter-defibrillator leads.wound infection arose with cultures positive for Pseudomo-
nas aeruginosa and antibiotic therapy was initiated. He was
discharged in stable condition. One week prior to transfer to
our institution, purulent ICD pocket erosion developed after
signs of cellulitis in the left pectoral area. Cultures from this
site were positive for P. aeruginosa. Intravenous vancomycin,
ceftazidime, and aztreonam therapy were started and the
patient was transferred to our institution.
On admission, the patient reported occasional fevers,
chills and sweats, as well as tenderness and drainage at
the pectoral site, with mild abdominal tenderness. Apart
from dyspnea on exertion no other symptoms were noted.
Physical examination revealed a 1  2 cm wide draining
wound with visible ICD generator leads in the left pectoral
area in an afebrile patient. A grade 2/6 ejection systolic
murmur at the heart base was noted. Bilateral scattered
wheezes were noted on lung auscultation. The abdomen wassoft, mild tenderness noted in the upper abdominal area,
with no guarding. Ileal conduit in the right lower quadrant
and PEG tube in the left upper abdomen with minimal
surrounding erythema were noted.
Chest X-ray showed small bilateral pleural effusions. A
transthoracic echocardiogram showed dilated cardiomyopa-
thy with left ventricular thrombus and sleeve thrombi over
the leads (Figure 1). Blood cultures were positive for P.
aeruginosa.
At removal, two ICD leads were present: an old lead from
an abdominal system and a second lead from the more recent
pectoral system; an infected sleeve thrombus was encasing
the entire ventricular lead (Figure 2). Exposure of the abdom-
inal pocket revealed significant erythema and signs of infec-
tion. Repeated blood cultures, as well as cultures of the
pectoral and abdominal ICD leads as well as the abdominal
pocket, were positive for P. aeruginosa. Tobramycin and
ciprofloxacin were added to the antibiotic coverage accord-
ing to the susceptibility data and vancomycin, ceftazidime,
and aztreonam were stopped and blood cultures were
negative six days later. A new ICD system was implanted
10 days later. At the 6-month follow-up, the patient and ICD
were doing well.
This is a single report of infection spreading from a
gastrostomy site to an adjacent abdominal ICD pocket result-
ing in complete sleeve thrombus over the ICD leads. We stress
that gastrostomy placement should be remote from any
abdominal generator pocket or, that a revision from an
abdominal to a pectoral ICD system should be performed
prior to gastrostomy placement in order to avoid this rare
complication of contiguous infection spread.
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